Understanding of the presence of an additional root and its root canal anatomy is essential for successful treatment outcome. Usually mandibular molars have two roots with three canals (mesiobucccal, mesiolingual & distal) but in few teeth, the number of roots and canals vary. mandibular molars which is associated with an extra root on the lingual side known as Radix Entomolaris, This case report discuss the prevalence, morphology, clinical diagnosis, problems encountered during treatment and prognosis of tooth in bilateral radix Entomolaris case.
INTRODUCTION
According to Weine, the main causes of endodontic failure are improper identification of canals, untreated major canals; incorrect canal instrumentation, incomplete obturation.
And Magnification, radiographs, operating microscope, loupes and illumination are aids that must be utilized to achieve this goal [1] .
Failure to recognize the presence of an additional canal may result in unsuccessful treatment and may be the origin of acute flare ups during and after treatment [2] .
Radix Entomolaris is a developmental variation commonly found in mandibular molars which is associated with an extra root on the lingual side known as Radix Entomolaris [3] , Incidence of Bilateral Radix Entomolaris is reported to vary from 37.14 to 67 %.
Here we discuss the bilateral management of radix entomolaris of mandibular first molar teeth [4] .
CASE REPORT 1
A 35 year old female patient reported to Department of Conservative Dentistry & Endodontics with a chief complaint of severe pain in the lower left and right back tooth region since one week.
Pain was of sharp, throbbing, continuous in nature, aggravated on mastication with 36 and 46.
A diagnostic radiograph was taken it showed radiolucency involving pulp and periodontal ligament widening seen.
On observation of radiograph there appears to be an additional root bilaterally.
Another radiograph has been taking with mesial and distal angulations.
Local anesthesia was administered and the tooth was isolated under rubber dam. Access cavity preparation was modified from a triangular to a trapezoidal form for proper accessibility of all the canals.
Working length was determined radigraphically. Cleaning and shaping of canals was performed with protaper rotary instruments in a step-down manner and obturation was done with cold lateral condensation with 36 and 46.
Glyde lubricant was used and the canals were irrigated using sodium hypochlorite and normal saline and final irrigation was done with chlorhexidine. Post obturation restoration was restored with composite.
Follow-up was done for three months and no signs and symptoms were noticed. 
